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SENATE  JOINT  RESOLUTION  NO.  26 

A  JOINT  RESOLUTION  OF  THE  SENATE  AND  THE  HOUSE  OF 
REPRESENTATIVES  OF  THE  STATE  OF  MONTANA  REQUESTING  THAT  AN 
INTERIM  COMMITTEE  BE  ESTABLISHED  TO  STUDY  MANDATED  HEALTH 
INSURANCE  BENEFITS;  AND  REQUIRING  A  REPORT  TO  THE  53RD 
LEGISLATURE. 

WHEREAS,  the  cost  of  health  insurance  continues  to  rise;  and 

WHEREAS-, -Q  growing  number-of  Montana  citizens  are  unable  to 
afford  health  insurance  and,  thus,  do  not  have  insurance;  and 

WHEREAS,  many  small  business  owners  cannot  afford  health 
insurance  for  themselves  or  their  employees  because  the  cost  is  prohibitive; 
and 

WHEREAS,  legislation  is  proposed  each  session  to  mandate  that 
health  insurers  provide  additional  health  care  benefits  in  their  policies  of 
insurance;  and 

WHEREAS,  proponents  of  mandated  health  insurance  benefits  argue 
that  mandated  benefits  decrease  the  cost  of  health  insurance  or  improve 
access  to  needed  health  care  coverage  or  services;  and 

WHEREAS,  opponents  of  mandated  health  insurance  benefits  argue 
that  mandated  benefits  increase  the  cost  of  health  insurance  and  limit 
access  to  needed  coverage  and  services;  and 

WHEREAS,  the  Legislature  should  review  the  effects  of  mandated 
health  insurance  benefits  and  the  need  for  mandated  benefits. 

NOW,  THEREFORE,  BE  IT  RESOLVED  BY  THE  SENATE  AND  THE  HOUSE  OF 

REPRESENTATIVES  OF  THE  STATE  OF  MONTANA: 

That  an  interim  committee  be  established  to  study  mandated  health 

insurance  benefits. 

BE  IT  FURTHER  RESOLVED,  that  as  part  of  its  study,  the  committee: 
(1)         review  existing  mandated  health  insurance  benefits  and 

proposed  new  benefits; 


(2)  evaluate  the  costs  and  benefits  of  mandated  health  insurance 
benefits,  including  proposed  new  benefits; 

(3)  determine  the  extent  to  which  existing  and  proposed 
mandated  benefits  are  available  and  desired  by  the  people  of  Montana; 

(4)  prioritize,  to  the  extent  possible,  the  need  for  existing 
mandated  benefits  and  proposed  new  benefits;  and 

(5)  consider  alternatives  to  the  present  system  of  mandated  health 
insurance  benefits. 

BE  IT  FURTHER  RESOLVED,  that  the  committee  report  its  findings 
and  recommendations  to  the  53rd  Legislature  and,  if  appropriate,  prepare 
legislation  to  implement  its  recommendations. 


RECOMMENDATION 

The  Joint  Interim  Subcommittee  on  Mandated  Health  Insurance  Benefits 
respectfully  recommends  to  the  53rd  Legislature  that  legislation  be  adopted 
creating  a  commission  to  review  mandated  health  insurance  benefits.    (See 
Appendix  C.) 


BACKGROUND  OF  THE  STUDY 


Introduction 

In  recent  years,  access  to  health  care  has  become  a  major  issue  in 
the  United  States.   The  rapid  growth  in  medical  technology  has  resulted  in 
huge  increases  in  health  care  costs,  costs  that  most  individuals  and  families 
are  unable  to  bear  on  their  own.   As  a  result,  health  insurance  has  become  a 
necessity  of  life.   Yet,  thousands  of  Montana  citizens  do  not  have  health 
insurance:^-  Knowing-that  a-majtDrmetlrcah  emergency  could  wipe  out  an 
individual's  lifetime  savings  or  result  in  crushing  debt  or  bankruptcy,  why 
would  someone  forego  health  insurance?    For  the  vast  majority,  the  reasons 
are  related  to  cost. 

As  the  cost  of  health  care  has  increased,  so  has  the  cost  of  health 
insurance.    In  1970,  Blue  Cross/Blue  Shield  of  Greater  New  York  offered  a 
basic  hospital  contract  for  a  monthly  premium  of  $15.80  for  a  family;  20 
years  later  that  same  contract  cost  $136.15.^   Many  small  businesses  may 
want  to  offer  health  insurance  to  their  employees,  but  are  unable  to  do  so 
because  the  costs  are  becoming  prohibitive.    Individuals  may  want  to 
purchase  their  own  insurance,  but  are  unable  to  do  so  because  they  cannot 
afford  it.    Federal  and  state  government  medical  assistance  plans  help  the 
elderly  and  the  very  poor  gain  access  to  medical  care,  but  for  those  not  old 
enough  or  poor  enough  to  qualify  or  not  affluent  enough  to  disregard  costs, 
medical  care  has  become  a  luxury  they  can  barely  afford. 

Why  have  health  insurance  costs  increased?   While  there  may  be 
many  reasons  for  escalating  costs,  the  insurance  industry  and  the  business 
sector  (the  largest  single  buyer  of  health  insurance  in  the  United  States) 
claim  that  statutorily  mandated  health  insurance  benefits  are  a  major 
contributor  to  increased  insurance  costs. ^ 

Mandated  Benefits 

Beginning  in  the  late  1960s,  many  states  passed  laws  that  required 
health  insurers  to  provide  certain  coverage  of  services,  illnesses,  or  providers 


in  their  insurance  policies.   The  basic  intent  was  to  require  that  benefits  not 
previously  widely  available  be  included  in  every  health  insurance  policy 
because  they  are  in  the  best  interest  of  the  general  public.    These 
requirements  were  known  as  "mandated  benefits".    Supporters  of  these 
regulations  argued  that  they  would  actually  decrease  the  cost  of  health 
insurance.* 

,  .    There  has  been  considerable  debate  over  whether  or  not  mandated 
benefits  are  responsible  for  the  rising  cost  of  health  insurance.    Undoubtedly, 
some  mandates  do  add  expense  to  an  insurance  policy  and  are  not  intended, 
primarily,  to  save  money.    An  excellent  example  is  maternity  coverage. 
Maternity  care  represents  a  public  policy  decision  to  provide  coverage  for  a 
basic  need.    On  the  other  hand,  some  mandates  are  intended  to  reduce 
insurance  costs.    For  example,  home  health  care  is  less  costly  than  an  acute 
care  facility. 

Mandates  covering  providers  can  also  be  either  costly  or 
cost-effective.    For  example,  coverage  for  nurse-midwives  may  result  in 
savings  because  they  charge  less  than  obstetricians.    However,  opponents 
of  mandates  argue  that  mandatory  coverage  for  some  providers  will  increase 
utilization  of  the  provide  s'  services,  resulting  in  an  increase  in  cost  and 
nullifying  any  savings  that  may  have  otherwise  been  realized. 

Mandates  that  extend  coverage  to  certain  groups  or  in  certain 
situations  generally  have  little,  if  any,  effect  on  health  insurance  costs. 
Either  the  individual  pays  for  the  cost  of  extending  coverage  or  the  group  to 
whom  coverage  is  extended  has  a  small  population.^ 

Over  the  years,  the  emphasis  of  legislative  activity  has  shifted  from 
mandated  benefits  to  mandated  offerings,  also  called  "make-availables"  or 
"mandated  options".  A  mandated  offering  is  a  requirement  that  a  specific 
health  insurance  coverage  be  offered  as  an  additional  or  alternative  benefit 
by  an  insurance  company.  This  shift  was  viewed  as  a  compromise  between 
advocates  of  mandates,  such  as  providers  and  illness  support  groups,  and 
opponents,  such  as  employers  and  insurance  companies. 

However,  the  shift  to  mandated  offerings  has  had  a  more  adverse 
effect  on  proponents  of  mandates  than  on  opponents.    Employees  will 


seldom  have  the  opportunity  to  enjoy  the  mandated  offerings  because 
employers  will  choose  not  to  offer  them  in  order  to  keep  down  health 
insurance  costs  so  that  they  can  provide  some  coverage  for  employees. 

With  access  to  health  insurance  becoming  a  major  concern,  states 
have  begun  to  scrutinize  existing  mandates  and  to  require  a  cost-benefit 
analysis  for  new  mandates.    Some  states  are  carrying  this  analysis  even 
further  by  looki  -g  at  the  impact  of  mandated  benefits  on  the  affordability 
and  availability  of  health  care  coverage  and  on  the  health  status  of  the 
population. 

Mandated  benefits  become -law  inmuoh-the  same  way  as  other 
legislation,    in  recent  years,  states  have  expressed  a  growing  concern  over 
this  adoption  process  as  it  applies  to  mandates.    Some  states  have  initiated 
a  formal  review  process  with  substantive  requirements.   As  of  October 
1991,  19  states  had  begun  to  require  an  analysis  of  the  impact  of  proposed 
mandates  before  they  could  be  considered  by  a  legislature.^ 

Mandate  Analysis  Laws 

The  first  state  to  enact  a  mandate  analysis  law  was  Washington  in 
1984.   The  original  legislation  required  the  sponsor  of  a  proposed  mandated 
benefit  to  submit  a  report  to  the  appropriate  legislative  committees 
addressing  the  social  and  financial  impacts  of  the  mandate.   The  law  was 
later  amended  to  require  submission  of  the  report  to  an  existing  state  health 
care  council  that  would  in  turn  make  recommendations  to  the  legislature.    It 
was  hoped  that  involving  the  health  care  council  would  increase 
accountability. 

Other  states  soon  followed  suit,  enacting  laws  requiring  reviews  of 
proposals  to  mandate  health  coverages.    Many  of  the  states  enacted  laws 
similar  to  Washington's  with  some  differences.   The  Arizona  law  had  no 
reporting  requirement.    Hawaii's  law  directed  the  legislative  auditor  to 
conduct  the  review  and  report  to  the  legislature.    Oregon's  law  simply  stated 
that  a  report  assessing  the  social  and  financial  impacts  of  the  mandate  must 
accompany  the  proposal. 

The  Pennsylvania  law  created  a  panel  of  "senior  researchers"  to 


review  the  documentation  submitted  by  both  the  proponents  and  opponents 
and  present  their  findings  to  a  health  care  cost  containment  council,  also 
created  by  the  new  law.   The  council  then  submits  its  recommendations  to 
the  governor  and  the  legislature.    The  law  has  been  criticized  for  its  tight 
statutory  time  line. 

Two  other  states  have  also  enacted  laws  with  abbreviated  timetables. 
Georgia  requires  the  insurance  commissioner  to  conduct  the  review  within 
20  days;  Tennessee  gives  its  Fiscal  Review  Committee  a  mere  7  days  to 
evaluate  a  proposal. 

Two  states,  Maine  and  Virginia,  created  review  commissions  to 
assess  the  impacts  of  mandated  benefit  proposals.    Each  commission  was 
composed  of  legislators,  consumers,  insurers,  providers,  and  business 
people.    Each  legislative  measure  containing  a  mandated  health  insurance 
benefit  had  to  be  referred  to  the  commission  for  review  and 
recommendation.    This  past  year,  Maine  passed  legislation  abolishing  the 
review  commission  and  transferring  its  responsibilities,  including  the  review 
of  mandated  benefit  proposals,  to  the  state's  Bureau  of  Insurance. 

The  Montana  Experience 

Over  the  last  three  decades,  the  Montana  Legislature  has  enacted 
mandates  widening  the  range  of  disability  insurance  coverages  available  to 
Montanans.    Each  legislative  session,  bills  are  introduced  to  mandate 
coverage  for  additional  treatments,  services,  or  providers.    Currently, 
Montana  statutes  include  more  than  20  mandated  benefits.   The  mandates 
range  from  the  most  common,  e.g.,  coverage  for  newborns,  to  the  least 
common,  e.g.,  coverage  for  phenylketonuria  or  PKU. 

As  with  many  other  states,  the  1980s  found  Montana  policymakers 
becoming  more  and  more  concerned  with  rising  health  care  costs.  In 
January  1985,  Governor  Ted  Schwinden  created  the  Health  Care  Cost 
Containment  Advisory  Council  by  executive  order.  The  Council  was  to  look 
for  ways  to  reduce  health  care  costs;  to  promote  less  costly,  more  efficient 
quality  health  care;  to  promote  consumer  awareness  of  health  care  options; 
and  to  encourage  public  and  private  cooperation  in  meeting  health  care 
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needs.' 

One  of  the  issues  explored  by  the  Cost  Containment  Council  was 
mandated  benefits.   The  Council  concluded  that  there  was  no  consensus  on 
whether  mandated  benefits  save  money  or  cost  mon  y.   Therefore,  the 
Council  recommended  a  study  of  the  cost  effectiveness  of  existing  mandates 
and  discouraged  the  enactment  of  new  mandates  until  the  study  was 
completed.    If  the  study  showed  a  lack  of  cost  effectiveness,  then  the 
Council  recommended  reconsideration  and  possible  elimination  of  existing 
mandated  benefits.® 

The.recommendatiQns-oi-the-Cost-Containment  Council  resulted  in 
the  passage  of  a  resolution  by  the  1987  Legislature  calling  for  an  interim 
study  of  the  effects  of  mandated  benefits  on  health  insurance  costs  and  the 
effects  on  health  insurance  costs  of  mandating  new  benefits  or  eliminating 
existing  ones.®   Unfortunately,  the  post-session  ranking  of  study  requests 
by  legislators  resulted  in  the  mandated  benefits  study  receiving  a  low 
priority,  and  the  study  was  not  conducted. 

In  1991,  the  Legislature  passed  Senate  Joint  Resolution  No.  26 
(SJR  26),  which  called  for  a  study  of  mandated  health  benefits.   This  study 
was  to  be  more  extensive  than  the  one  envisioned  in  1987.   This  new  study 
was  to: 

(1)  review  existing  and  proposed  mandates; 

(2)  evaluate  costs  and  benefits  of  existing  and  proposed 
mandates; 

(3)  determine  availability  and  desirability  of  existing  and  proposed 
mandates; 

(4)  prioritize  needs  for  existing  and  proposed  mandates;  and 

(5)  consider  alternatives  to  the  present  system  of  mandated 
benefits.^" 

Aware  of  the  growing  need  to  address  health  insurance  costs, 
legislators  assigned  a  high  priority  to  this  study,  and  it  was  selected  for 
funding  by  the  Legislative  Council. 
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STUDY  ACTIVITIES  AND  RECOMMENDATIONS 

Introduction 

The  Subcommittee  on  Mandated  Health  Insurance  Benefits  began  its 
work  in  the  fall  of  1991.    Over  the  next  year,  the  Subcommittee  held  five 
meetings,  two  of  which  were  held  outside  of  Helena  to  allow  for  broad 
citizen  participation. 

During  the  course  of  the  year,  the  Subcommittee  took  testimony  from 
health  care  providers,  representatives  of  the  insurance  industry,  consumers, 
and  other  interested  persons.- The  testimony  reflected  the  traditional 
positions  of  the  groups  represented.    Proponents  argued  for  the  continuation 
of  mandated  benefits,  claiming  that  if  some  benefits  were  not  mandated, 
insurance  carriers  would  not  offer  them.    Opponents,  on  the  other  hand, 
argued  that  mandates  drove  up  the  cost  of  insurance  and  forced  large 
employers  to  self-insure  and  small  employers  to  forego  insurance  for  their 
employees.    However,  all  of  the  groups  were  in  agreement  on  one  thing:  the 
need  to  establish  a  procedure  to  evaluate  mandated  benefits.  The 
Subcommittee  was  cautioned  against  reviewing  mandated  benefits 
individually;  mandates  must  be  reviewed  in  the  aggregate  in  order  to  assess 
their  total  impact. 

The  first  task  identified  by  the  Subcommittee  was  to  develop  a 
methodology  for  reviewing  and  evaluating  mandated  benefits.   The 
Subcommittee  reviewed  the  methodologies  used  by  Maine,  Hawaii, 
Maryland,  Pennsylvania,  Virginia,  Washington,  Nevada,  and  Oregon." 
These  states  require  an  evaluation  of  the  necessity  for,  the  effectiveness  of, 
and  the  cost  impact  of  mandated  benefits  prior  to  legislative  consideration. 
The  state  of  Maine  statutorily  established  criteria  for  the  evaluation  of 
mandated  benefits;  other  states  use  criteria  very  similar  to  Maine's. 

Some  Subcommittee  members  questioned  whether  the  adoption  of  a 
review  procedure  would  satisfy  the  requirements  of  SJR  26.   They  felt  that 
the  Subcommittee  was  formed  to  review  mandates,  and  that  it  should 
attempt  to  conduct  this  review.   Other  members  felt  that  if  the 
Subcommittee  developed  a  review  methodology  for  the  Legislature  to 
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consider,  the  Subcommittee  had  performed  its  duty  and  could  be  satisfied. 
The  Subcommittee  finally  decided  to  proceed  with  the  development  of  a 
review  proposal  based  on  the  methodologies  used  in  Maine  and  Virginia.'^ 

Definition  of  Mandated  Benefit 

As  a  prelude  to  adopting  a  review  methodology,  the  Subcommittee 
determined  the  need  to  develop  a  definition  of  "mandated  br.   efit".   The 
Subcommittee  discussed  the  difference  between  "mandated  benefit"  and 
"mandated  option"  and  whether  a  definition  of  the  first  included  the  second. 
To  assist  in  its  deliberations,  the  Subcommittee  asked  the  staff  of  the 
Insurance  Commissioner's  Office  to  offer  some  guidance  in  developing  a 
definition.    For  discussion  purposes,  the  Insurance  Commissioner's  Office 
offered  a  document  that  divided  mandated  benefits  into  three  categories: 
conformity  with  state  statutes,  freedom  of  choice  of  practitioners,  and 
tangible  benefits.    (See  Appendix  A.) 

The  Subcommittee  decided  that  the  conformity  provisions  were  not 

the  types  of  mandates  with  which  the  Subcommittee  was  concerned. 

However,  the  Subcommittee  added  another  category  called  "coverage 

issues"  that  included  such  issues  as  adopted  children,  newborn  coverage, 

and  continuation  of  coverage.    The  Subcommittee  finally  adopted  the 

following  definition: 

A  "mandated  benefit"  is  defined  as  a  mandated  health  care 
coverage,  the  mandated  offering  of  a  health  care  coverage,  or 
mandated  coverage  of  a  health  care  provider.    Mandated 
benefits  by  definition  include  freedom  of  choice  of 
practitioners,  covered  benefits  (includes  mandated  options  and 
benefits  limited  to  certain  types  of  policies),  and  extended 
coverages.'^ 

Montana  Health  Care  Cost  Control  Commission 

The  first  methodology  proposal  considered  by  the  Subcommittee  was 
called  the  "Montana  Health  Care  Cost  Control  Commission".  (  See  Appendix 
B.)    Any  person  intending  to  request  that  the  Legislature  require  a  health 
insurance  benefit  to  be  mandated  or  to  be  offered  as  an  option  was  to 
submit  an  analysis  of  the  proposal  to  the  Commission  for  review.    In  its 
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evaluation,  the  Commission  was  to  consider  the  social  impact  of  mandating 
the  benefit;  the  financial  impact;  the  medical  efficacy;  and  the  effects  of 
balancing  the  social,  financial,  and  medical  considerations.    The  Commission 
would  then  make  a  recommendation  to  the  Legislature. 

The  1 1 -member  Commission  would  be  composed  of  representatives 
of  hospitals,  the  medical  profession,  health  care  consumers,  employers,  labor 
organizations,  and  insurance  companies,  all  to  be  appointed  by  the  governor. 
The  Commissioner  of  Insurance  would  act  as  chairperson. 

The  composition  of  the  Commission  generated  some  discussion 
among- Subcommittee -members.-  Some  of  the  issues  discussed  were  the 
size  of  the  Commission,  the  number  of  representatives  from  the  various 
groups,  representation  from  the  mental  health  community,  legislative 
representation,  concern  that  the  medical  profession  representative  would 
always  be  a  doctor,  voting  versus  nonvoting  members,  and  representation 
from  medical  facilities  other  than  hospitals. 

Other  issues  discussed  were  staffing  for  the  Commission,  funding  for 
the  Commission  and  the  analysis,  definitions,  the  constitutionality  of 
requiring  elected  officials  to  submit  legislative  proposals  to  a  prescreening 
process,  the  name  of  the  commission,  review  of  existing  mandates,  and 
rulemaking  authority. 

The  Subcommittee  spent  two  meetings  discussing  and  revising  the 
original  proposal.    The  Subcommittee  attempted  to  balance  the  Commission 
by  including  traditional  proponents  and  opponents  of  mandated  benefits  as 
members  with  other  members  whose  positions  were  more  neutral. 
Legislators  were  included  on  the  Commission  to  provide  knowledge  about 
the  political  process  and  to  provide  some  continuity  between  the 
Commission  and  the  Legislature.    Some  of  the  categories  of  membership 
were  broadened  in  order  to  provide  a  larger  pool  from  which  to  choose 
representatives,  while  other  categories  were  narrowed  to  eliminate  the 
possibility  of  two  members  from  the  same  profession  being  appointed  from 
different  categories. 

The  Subcommittee  also  attempted  not  to  overburden  the  Insurance 
Commissioner's  Office  by  including  the  Director  of  the  Department  of  Health 
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and  Environmental  Sciences  on  the  Commission  and  by  utilizing  staff  from 
that  department,  from  the  insurance  office,  and  from  the  legislative 
agencies. 

The  original  proposal  applied  only  to  a  review  of  proposed  mandates. 
Because  SJR  26  called  for  a  review  of  existing  mandates,  the  Subcommittee 
added  the  provision  that  any  proposal  to  amend  or  eliminate  a  current 
m'^ndate  was  also  subject  to  the  review  process. 

Some  Subcommittee  members  expressed  concern  about  requiring 
legislators  to  submit  their  proposals  to  a  review  process.   They  questioned 
the  constitutionality  of  the  requirement.   The  Subcommittee's  staff  attorney 
researched  the  issue  and  determined  that  the  review  process  being  proposed 
was  analogous  to  Montana's  sunrise  law  (Title  2,  chapter  8,  part  2,  MCA). 
There  have  been  no  legal  challenges  to  the  surise  law  in  Montana  or  in  other 
states,  nor  have  there  been  challenges  to  mandated  benefits  review 
commissions  in  those  states  that  have  them.    In  the  opinion  of  the  staff 
attorney,  the  Subcommittee  could  proceed  in  forming  the  review  commission 
without  a  legal  problem. 

The  name  of  the  commission  was  also  changed  to  the  "Commission 
to  Review  Mandated  Benefits",  which  better  reflected  its  mission. 

The  major  issue  of  contention  that  persisted  throughout  the 
Subcommittee's  deliberations  was  the  cost  of  preparing  an  analysis  and  who 
should  bear  that  cost.    Representatives  of  provider  groups  argued  that  their 
organizations  had  limited  financial  resources  and  wculd  never  be  able  to 
prepare  the  analysis  required  by  the  Commission  proposal.    They  also  argued 
that  insurance  companies,  traditional  opponents  of  mandates,  had  most  of 
the  information  proponents  would  need.'*   The  provider  groups  requested 
an  appropriation  to  cover  the  cost  of  preparing  the  analyses. 

The  Subcommittee,  however,  felt  that  information  and  data  from 
national  organizations  would  be  available  to  provider  groups  for  use  in 
preparing  an  analysis  of  a  mandated  benefit  at  minimal  expense.    In  addition, 
the  Subcommittee  felt  that  an  appropriation  to  cover  the  costs  of  preparing 
an  analysis  for  a  private  group  would  be  an  inappropriate  use  of  public 
funds. 
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In  an  attempt  to  address  the  financial  concerns  of  provider  groups, 

the  Subcommittee  adopted  the  following  language: 

The  proposal  submitted  by  the  applicant  must  include,  but  is 
not  limited  to,  the  following  information,  to  the  extent  that  it  is 
available  .  .  .    (emphasis  added): 

Health  Care  for  Montanans  Project 

During  the.nterim,  the  Subcommittee  followed  the  progress  of  the 
Governor's  "Health  Care  for  Montanans"  project.   The  Subcommittee  was 
interested  in  any  duplication  that  might  occur  in  the  work  of  the  two  groups; 
it  wasalso-concerpted  about  possible  conflicts  in  proposed  legislation  coming 
from  the  two  groups. 

The  possibility  of  duplicate  legislation  arose  in  the  summer  of  1992 
when  Health  Care  for  Montanans  proposed  the  creation  of  a  health  care 
commission.    Julia  Robinson,  Director  of  the  Department  of  Social  and 
Rehabilitation  Services,  asked  the  Subcommittee  to  consider  tying  the  two 
commission  proposals  together. 

The  commission  envisioned  by  the  Governor's  project  would 
encompass  many  facets  of  health  care,  including: 

regional  planning; 

oversight  of  health  data  authority; 

establishment  and  oversight  of  low  income  health  care  fund; 

demonstration  projects; 

administration  of  health  information  help  line; 

oversight  of  risk  pool; 

administration  of  single  billing/claims  clearinghouse;  and 

administration  of  single  point  of  access  for  long-term  care.^^ 
Although  the  Governor's  project  had  not  yet  designed  the  makeup  of  its 
commission,  project  staff  felt  that  the  work  of  the  mandated  benefits  review 
commission  being  proposed  by  the  Subcommittee  could  be  part  of  the  larger 
state  health  care  commission. 

The  Subcommittee,  however,  felt  that  the  proposed  commissions 
should  remain  separate  for  two  reasons.    First,  the  duties  envisioned  for  the 
Governor's  commission  are  more  in  the  realm  of  an  executive  function,  while 
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the  commission  proposed  by  the  Subcommittee  has  a  legislative  function. 
Second,  the  Subcommittee  feared  that  mandated  benefits  review  would 
become  diluted  and  less  effective  if  subsumed  by  this  larger  commission.''* 
The  Subcommittee  did  agree,  however,  that  as  the  two  commission 
proposals  make  their  way  through  the  legislative  process,  there  may  be 
some  need  for  coordination.    In  the  meantime,  the  proposals  should  remain 
separate. 

Final  Recommendation 

As  a  result  of  its  deliberations,  the  Subcommittee  requested  that  a  bill 
be  drafted  implementing  the  proposal  to  create  a  review  commission  for 
mandated  benefits.    (See  Appendix  C.)   The  draft  was  to  include  an 
appropriation  of  $1 1,000  for  the  actual  operating  expenses  of  the 
commission.    The  money  was  to  come  from  the  general  fund,  although  the 
Subcommittee  requested  that  other  funding  options  be  explored  by  the 
Legislature,  including  a  fee  on  disability  insurance  policies  issued  in  the 
state. ^^ 

ppe  cexa 
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nandated  Health  Ins.  Benefits 
Houenber  22,  1991 
Exhibit  6 

Mandated  Benefits 

Mandated  benefits  may  be  put  into  tnree  categories: 

1.  Code  sections  which  require  insurers  to  do  business  in  a 
certain  manner  such  as  33-22-229  conformity  with  state 
statutes.   Because  we  have  over  700  companies  selling  health 
insurance  in  Montana  we  require  the  policies  to  conform  to 
state  statutes.   This  assures  all  policies  will  provide 
consistent  benefits  for  the  residents  of  our  state. 

2.  The  freedom  of  choice  of  practitioners  statutes  are 
increasing  the  number  of  health  care  providers  authorized  to 
receive  reimbursement  from  insurers. 

3.  The  tangible  benefits  are  those  which  have  an  actual 
benefit  to  provide.   These  include  at  this  time: 

a.  coverage  for  adopted  children 

b.  coverage  for  phenylketonuria 

c.  mammograms 

d.  newborn  coverage 

e.  coverage  for  well  child  checkups  and  immunizations  for 
children  up  to  2  years  of  age. 

f.  coverage  for  mental  illness,  alcohol  and  drug  abuse  which 
applies  only  to  group  insurance. 

In  order  to  assess  the  advantages  of  retaining  these  benefits 
one  must  adopt  a  review  procedure  relative  to  each  of  the  three 
types  of  mandates. 

For  type  number  one  the  committee  may  wish  to  start  with  the 
mandates  dropped  by  HB693.   Those  will  be  all  code  sections 
listed  except  freedom  of  choice  of  practitioners  and  the  above 
listed  tangible  mandates. 

The  committee  may  wish  to  request  information  from  our  largest 
Health  Service  Corporation,  Blue  Cross  and  Blue  Shield  of 
Montana  to  reflect  the  financial  impact  of  the  freedom  of 
choice  of  practitioners  code. 

The  third  category  of  mandates  may  need  data  available  from  the 
U.S.  Department  of  Health  or  the  Montana  Department  of  Health 
and  Environmental  Sciences  to  determine  the  long  range 
advantage  of  the  preventitive  mandates. 
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HEALTH  CARE  COST  CONTROL  COMMISSION 

A  Draft  Proposal  Prepared 

For  the  Joint  Interim  Subcommittee 

On  Mandated  Health  Insurance  Benefits 

By  Paul  E.  Verdon,  Staff  Researcher 

December  5,  1991 

The  Montana  Health  Care  Cost  Control  Commission  consists  of  the 
Commissioner  of  Insurance  or  his  or  h&r  designee,  who  acts  as 
chairperson,  and  10  members  appointed  by  the  Governor  for  terms 
of  four  years  including: 

•  One  representative  of  hospitals 

•  One  representative  of  the  medical  profession 

•  Two  health  care  consumers  who  are  not  employed  in  the 

insurance  industry  or  in  the  provision  of  health  care 
and  who  are  not  officers  or  employees  of  labor 
organizations 

•  Two  employers  who  are  not  active  in  the  health  care  or 

insurance  fields 

•  Two  representatives  of  collective  bargaining  labor 

organizations 

•  Two  representatives  of  companies  or  organizations  licensed 

to  provide  disability  insurance  in  Montana 

The  terms  of  the  members  of  the  Commission,  other  than  the 
Commissioner  of  Insurance,  are  staggered  so  that  the  terms  of 
one-half  of  the  members  expire  at  the  beginning  of  the  governor's 
term  of  office  and  the  terms  of  the  others  expire  at  the 
beginning  of  the  third  year  of  the  governor's  term.  Upon 
organization  of  the  original  membership  of  the  Commission, 
members  shall  draw  lots  to  determine  expiration  of  terms.  A 
member  appointed  to  fill  a  vacancy  shall  serve  until  the  end  of 
that  term.  Commission  members  are  entitled  to  compensation  as 
provided  in  37-1-133,  MCA. 

At  least  six  months  before  the  beginning  of  a  regular  session  of 
the  Legislature,  any  person  who  intends  to  request  the 
Legislature  to  require  that  a  health  insurance  benefit  be 
mandated  or  be  offered  as  an  option  shall  file  with  the 
Commission  an  analysis  of  the  proposal  containing  the  information 
required  below. 

Commission's  Powers 

The  Commission  has  the  power  to  determine  the  style  and  format  of 
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the  proponent's  analysis,  the  information  necessary  to  arrive  at 
a  conclusion  on  the  value  of  the  proposal,  and  all  other  details 
necessary  to  perforin  its  duties. 

The  Commission  shall  meet  when  sufficient  requests  for  review  of 
proposals  have  been  received  or,  unless  no  requests  have  been 
received,  not  later  than  the  first  day  of  August  of  the  year 
preceding  a  regular  session  of  the  Legislature.   The  Commission 
may  reach  its  conclusions  on  a  request  at.  that  meeting  or  may 
continue  its  deliberations  until  another  aate  or  dates  not  later 
than  December  31  of  the  year  preceding  the  regular  session. 

The  Legislature  shall  not  consider  for  enactment  any  proposal  to 
mandate  benefits  or  options  for  health  insurance  policies  unless 
the  Health  Care  Cost  Control  Commission  certifies  no  later  than 
December  31  preceding  the  beginning  of  a  regular  session  that  the 
proponent  has  submitted  an  analysis  of  the  proposal  and  that  the 
Commission  reviewed  the  analysis  and  any  other  pertinent 
information.  The  Commission  must  state  in  its  report  whether  or 
not  it  believes  the  proposal  merits  consideration  for  enactment 
by  the  Legislature.   If  the  Commission  declines  to  recommend  a 
proposal  for  enactment,  the  Commission  shall  state  in  its  report 
the  reasons  for  its  action. 

The  analysis  presented  to  the  Commission  must  address  the 
impacts,  the  efficacies,  and  the  effects  outlined  below  and  must 
include  evidence  or  documentation  that  the  Commission  requires  to 
determine  the  value  of  the  proposed  mandate  or  option. 

The  analysis  of  a  proposed  or  an  existing  health  insurance 
mandate  shall  not  be  conducted  in  isolation.   Each  proposed  or 
existing  mandate  shall  be  analyzed  as  an  element  of  the  complete 
health  care  entity  to  determine  its  relationship  with  or  effect 
upon  the  entire  system. 

The  Commission  is  the  sole  judge  of  the  completeness  or  the 
validity  of  the  analysis  presented  as  prescribed  in  its 
previously  adopted  guidelines. 

The  Insurance  Commissioner  shall  provide  staff  assistance  to  the 
Commission. 

Contents  of  Proponents'  Analysis 

The  analysis  presented  by  the  proponent  to  the  Commission  must 
address  these  considerations: 

•  The   social    impact   of  mandating   the  benefit   including: 

(1)    The   extent    to  which    the    treatment   or  service   is 
utilized  by  a   significant  portion   of   the  population. 
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(2)  The   extent   to  which    the   treatment   or  service   is 
available   to   the  population. 

(3)  The   extent   to  which   insurance   coverage   for   this 
treatment   or  service   is   already  available . 

(4)  If  coverage  is  not  generally  available,  the  extent 
to  which  the  lack  of  coverage  results  in  persons  being 
unable   to   obtain   necessary  health   care   treat; .ent. 

(5)  If   coverage   is  not   generally  available,    the   extent 
to  which   the   lack   of  coverage  results   in   unreasonable 
financial   hardship  on   those   persons  needing   treatment. 

(6)  The  level  of  public  demand  and  the  level  of  demand 
from  providers   for  the   treatment  or  service. 

(7)  The   level   of  public  demand  and   the   level    of  demand 
from   the  providers  for  individual   or  group  insurance 
coverage   of   the   treatment   or  service. 

(8)  The   level    of  interest   of  collective  bargaining 
organizations   in  negotiating     privately  for  inclusion 
of  this   coverage   in  group  contracts. 

(9)  The   likelihood  of  achieving  the  objectives   of 
meeting  a   consumer  need  as   evidenced  by   the   experience 
of  other  states. 

(10)  The  relevant  findings  of  the  state  health  planning 
agency  or  the  appropriate  health  system  agency  relating 
to   the   social    impact   of   the  mandated  benefit. 

(11)  The   alternatives    to  meeting   the   identified  need. 

(12)  Whether   the  benefit   is   a   medical    or  a   broader 
social   need  and  whether  it   is   consistent   with    the  role 
of  health   insurance . 

(13)  The   impact   of  any  social    stigma   attached   to   the 
benefit  upon   the  market. 

(14)  The  impact  of  this  benefit  on  the  availability  of 
other  benefits   currently  being  offered. 

(15)  The   impact   of   the  benefit   as   it  relates    to 
employers   shifting  to   self-insured  plans. 

•  The   financial    impact   of  mandating   the  benefit   including: 

(1)  The  extent  to  which  the  proposed  insurance  coverage 
would  increase   or  decrease   the   cost   of   the    treatment   or 
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the   service  over   the  next   5  years. 

(2)  The   extent    to  which   the  proposed   coverage   might 
increase    the   appropriate   or  inappropriate   use   of   the 
treatment  or  service   over  the  next  5  years. 

(3)  The   extent    to  which    the   mandated   treatment   or 
service  might   serve   as  an   alternative   for  more 
expensive   or  less   expensive    treatment   or  service. 

(4)  The  methods  which   will   be   instituted   to  manage   the 
utilization   and  costs   of   the  proposed  mandate. 

(5)  The   extent    to  which   the   insurance   coverage  may 
affect   the  number  and   types   of  providers   of   the 
mandated   treatment   or  service   over   the  next   5  years. 

(6)  The   extent    to  which   the   insurance   coverage   of   the 
health   care   service   or  provider  may  be  reasonably 
expected   to  increase   or  decrease    the   insurance  premium 
and  administrative   expenses   of  policyholders . 

(7)  The  impact  of  indirect  costs,  which  are  costs  other 
than  premiums  and  administrative  costs,  on  the  question 
of   the   costs   and  benefits   of  coverage. 

(8)  The   impact   of  this   coverage   on    the    total    cost   of 
health   care. 

(9)  The   effects   on   the   cost   of  health   care   to   employers 
and  employees,    including  the   financial   impact   on   small 
employers,    medium  sized  employers,    and  large   employers . 

•    The   medical    efficacy  of  mandating   the  benefit   including: 

(1)  The   contribution   of   the  benefit   to   the   quality  of 
patient   care   and   the  health   status   of   the  population, 
including   the   results   of  any  research   demonstrating   the 
medical    efficacy  of   the    treatment   or  service   compared 
to   alternatives   or  not  providing   the    treatment   or 
service . 

(2)  If   the   legislation   seeks    to  mandate   coverage   of   an 
additional    class   of  practitioners : 

(a)  the  results   of  any  professionaly  acceptable 
research   demonstrating   the  medical   results 
achieved  by   the   additional    class   of  practitioners 
relative    to   those   already   covered;    and 

(b)  the  methods   of   the   appropriate  professional 
organization   that   assure   clinical   proficiency . 
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•  The   effects   of  balancing   the   social,    economic,    and  medical 
efficacy  considerations  including: 

(1)  The   extent   to  which   the  need  for  coverage  outweighs 
the   costs   of  mandating   the  benefit   for  all 
policyholders . 

(2)  The   extent   to  which    the  problem   of  coverage  may  be 
solved  by  mandating   the   availability  of   the   coverage   as 
an   option   for  policyholders . 


MANMONT- 


APPENDIX  C 


Draft  Copy 

Printed    1:23   pm   on   October   8,    1992 

LC0137 

****    Bill    No.     *** 

Introduced  By  ************* 

By  Request  of  the  Joint  Interim  Subcommittee  on 

Mandated  Health  Insurance  Benefits 

A  Bill  for  an  Act  entitled:  "An  Act  creating  a  commission  to 
review  mandated  benefits;  appropriating  money  for  the  commission; 
establishing  criteria  and  procedures  for  reviewing  proposals  to 
require  a  new  mandated  health  insurance  benefit  or  to  amend  or 
repeal  an  existing  mandated  benefit;  amending  section  5-11-210, 
MCA;  and  providing  an  effective  date." 

STATEMENT  OF  INTENT 
A  statement  of  intent  is  required  for  this  bill  because 
[section  2]  grants  rulemaking  authority  to  the  commission  to 
review  mandated  benefits.   The  rules  should  address,  at  a 
minimum,  the  following  areas: 

(1)  the  style  and  format  required  for  proposals; 

(2)  guidelines  for  use  in  reviewing  the  completeness  and 
validity  of  each  proposal; 

(3)  the  types  of  evidence  or  documentation  required  by  the 
commission  to  determine  the  value  of  the  proposed  or  existing 
mandated  benefit;  and 

(4)  the  procedure  for  reviewing  the  proposal,  including 
provisions  for  public  comment. 
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Be  it  enacted  by  the  Legislature  of  the  State  of  Montana: 

NEW  SECTION.   Section  1.   Definitions.   As  used  in  [sections 
1  through  6],  the  following  definitions  apply: 

(1)  "Commission"  means  the  commission  to  review  mandated 
benefits. 

(2)  "Health  care  provider"  means  a  person  who  is  licensed, 
certified,  or  otherwise  authorized  by  the  laws  of  this  state  to 
provide  health  care  in  the  ordinary  course  of  business  or  the 
practice  of  a  profession. 

(3)  "Mandated  benefit"  means  state  legislation  that 
prescribes  the  content  of  disability  insurance  purchased  from 
commercial  insurers.   The  term  includes  extended  coverages  for 
certain  categories  of  individuals;  covered  benefits,  including 
mandated  options  and  benefits  limited  to  certain  types  of 
policies;  and  coverages  for  freedom  of  choice  of  practitioners. 

NEW  SECTION.   Section  2.   Commission  to  review  mandated 
benefits  —  rulemaking  authority.   (1)  There  is  a  commission  to 
review  mandated  benefits. 

(2)  The  commission  is  allocated  to  the  commissioner  of 
insurance  for  administrative  purposes  only  as  prescribed  in  2-15- 
121. 

(3)  The  commission  shall  adopt  rules  to  implement  [sections 
1  through  6] . 

NEW  SECTION.   Section  3.   Appointment  and  terms  of  members  - 
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-  officers  —  vacancies.   (l)  The  commission  to  review  mandated 
benefits  consists  of  11  members.   The  commissioner  of  insurance 
or  a  designee  and  the  director  of  the  department  of  health  and 
environmental  sciences  or  a  designee  shall  serve  as  nonvoting 
members.   The  remaining  nine  members  are  voting  members.   One 
member  must  be  from  the  senate  and  one  member  must  be  from  the 
house  of  representatives.   The  president  of  the  senate  and  the 
speaker  of  the  house  of  representatives  shall  appoint  the 
legislative  members  of  the  commission  on  a  bipartisan  basis.   The 
seven  remaining  members  must  be  appointed  by  the  governor  as 
follows: 

(a)  one  representative  of  the  general  public  who  is  not 
employed  in  the  insurance  industry  or  in  the  provision  of  health 
care  and  who  is  not  an  officer  or  employee  of  a  labor 
organization; 

(b)  one  administrator  of  a  health  care  facility,  as  defined 
in  50-5-101; 

(c)  one  health  care  provider  who  is  not  actively  employed  in 
the  mental  health,  mental  illness,  or  addictive  disease  treatment 
field; 

(d)  one  licensed  or  certified  mental  health,  mental  illness, 
or  addictive  disease  care  provider; 

(e)  one  employer  who  is  not  active  in  the  health  care  or 
insurance  field; 

(f)  one  representative  of  a  collective  bargaining  labor 
organization;  and 

(g)  one  representative  or  licensed  insurance  producer  of  a 
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company  or  organization  licensed  to  provide  disability  insurance 
in  Montana. 

(2)  Each  commission  member  appointed  by  the  governor  shall 
serve  a  4-year  term,  except  that  the  governor  shall  designate 
four  of  the  initial  members  to  serve  4-year  terms  and  three  to 
serve  2-year  terms.   The  legislative  membeis  of  the  commission 
shall  serve  2-year  terms  and  may  be  reappointed. 

(3)  The  commission  shall  elect  one  of  its  members  as 
presiding  officer  and  one  as  vice  presiding  officer. 

(4)  A  member  appointed  to  fill  a  vacancy  shall  serve  until 
the  end  of  that  term. 

NEW  SECTION.   Section  4.   Meetings  —  compensation  —  staff 
assistance.   (1)  The  commission  shall  meet  when  sufficient 
requests  for  reviews  of  proposals  have  been  received  or  not  later 
than  the  first  day  of  August  of  the  year  preceding  a  regular 
session  of  the  legislature,  unless  no  requests  have  been 
received. 

(2)  Legislative  members  of  the  commission  are  entitled  to 
compensation  and  expenses  as  provided  in  5-2-3  02.   The  remaining 
members  are  entitled  to  expenses  as  provided  in  2-18-501  through 
2-18-503. 

(3)  The  commissioner  of  insurance,  the  department  of  health 
and  environmental  sciences,  and  the  legislative  agencies  shall 
provide  staff  assistance  to  the  commission. 

NEW  SECTION.   Section  5.   Commission  review  and  report.   (1) 
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The  commission  shall  review  and  assess  the  merits  of  each 
proposal  to: 

(a)  require  a  new  mandated  benefit;  or 

(b)  amend  or  repeal  an  existing  mandated  benefit. 

(2)  A  proposal  subject  to  review  under  subsection  (1)  must 
be  submitted  to  the  commission  at  least  6  months  before  the  fiist 
day  of  the  next  regular  legislative  session. 

(3)  After  the  commission  has  initiated  its  review,  it  may- 
request  additional  information  that  it  considers  necessary  to 
complete  its  assessment  of  the  proposal. 

(4)  The  commission  shall  hold  at  least  one  public  hearing 
during  which  the  applicant  and  members  of  the  public  have  an 
opportunity  to  testify.   The  commission  may  consider  more  than 
one  proposal  at  a  public  hearing. 

(5)  The  commission  shall  prepare  and,  as  provided  in  5-11- 
210,  submit  a  report  to  the  legislature  for  its  next  regular 
session.   The  report  must  include  but  is  not  limited  to  the 
commission's  recommendation  as  to  whether  the  proposal  merits 
consideration  by  the  legislature.   If  the  commission  declines  to 
recommend  a  proposal,  the  commission  shall  state  in  its  report 
the  reasons  for  its  action.   The  report  to  the  legislature  may 
include  more  than  one  proposal  review. 

(6)  The  legislature  may  not  consider  a  proposal  to  mandate 
health  insurance  benefits  or  to  repeal  or  amend  an  existing 
mandated  benefit  unless  the  commission  certifies  no  later  than 
December  31  preceding  the  beginning  of  a  regular  session  that  the 
proposal  has  been  reviewed. 
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NEW  SECTION.   Section  6.   Contents  of  proposal.   The 
proposal  submitted  by  the  applicant  must  include  but  is  not 
limited  to  the  following  information,  to  the  extent  that  it  is 
available: 

(1)  the  social  impact  of  mandating  the  benefit,  including: 
■  (a)  the  extent  to  which  the  treatment  or  service  is  used  by 
a  significant  portion  of  the  population; 

(b)  the  extent  to  which  the  treatment  or  service  is 
available  to  the  population; 

(c)  the  extent  to  which  insurance  coverage  for  this 
treatment  or  service  is  already  available; 

(d)  if  coverage  is  not  generally  available,  the  extent  to 
which  the  lack  of  coverage  results  in  persons  being  unable  to 
obtain  necessary  health  care  treatment; 

(e)  if  coverage  is  not  generally  available,  the  extent  to 
which  the  lack  of  coverage  results  in  unreasonable  financial 
hardship  on  those  persons  needing  treatment; 

(f)  the  level  of  public  demand  and  the  level  of  demand  from 
health  care  providers  for  the  treatment  or  service; 

(g)  the  level  of  public  demand  and  the  level  of  demand  from 
health  care  providers  for  individual  or  group  insurance  coverage 
of  the  treatment  or  service; 

(h)  the  level  of  interest  of  collective  bargaining 
organizations  in  negotiating  privately  for  inclusion  of  this 
coverage  in  group  contracts; 

(i)  the  likelihood  of  achieving  the  objectives  of  meeting  a 
consumer  need  as  evidenced  by  the  experience  of  other  states; 
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(j)  the  relevant  findings  of  the  state  health  planning 
agency  or  the  appropriate  health  system  agency  relating  to  the 
social  impact  of  the  mandated  benefit; 

(k)  the  alternatives  to  meeting  the  identified  need; 

(1)  whether  the  benefit  is  a  medical  need  or  a  broader 
social  need  and  v.. ether  it  is  consistent  with  the  role  of  health 
insurance; 

(m)  the  impact  on  the  market  of  any  social  stigma  attached 
to  the  benefit; 

(n)  the  impact  of  this  benefit  on  the  availability  of  other 
benefits  currently  being  offered;  and 

(o)  the  impact  of  the  benefit  as  it  relates  to  employers 
shifting  to  self-insured  plans; 

(2)  the  financial  impact  of  mandating  the  benefit, 
including: 

(a)  the  extent  to  which  the  proposed  insurance  coverage 
would  increase  or  decrease  the  cost  of  the  treatment  or  service 
over  the  next  5  years; 

(b)  the  extent  to  which  the  proposed  coverage  might  increase 
the  appropriate  or  inappropriate  use  of  the  treatment  or  service 
over  the  next  5  years; 

(c)  the  extent  to  which  the  mandated  benefit  might  serve  as 
an  alternative  for  more  expensive  or  less  expensive  treatment  or 
service; 

(d)  the  methods  that  will  be  instituted  to  manage  the  use 
and  costs  of  the  proposed  mandated  benefit; 

(e)  the  extent  to  which  the  insurance  coverage  may  affect 
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the  number  and  types  of  providers  of  the  mandated  benefit  over 
the  next  5  years; 

(f)  the  extent  to  which  the  insurance  coverage  of  the  health 
care  service  or  provider  may  be  reasonably  expected  to  increase 
or  decrease  the  insurance  premium  and  administrative  expenses  of 
policyholders; 

(g)  the  impact  of  indirect  costs,  which  are  costs  other  than 
premiums  and  administrative  costs,  on  the  question  of  the  costs 
and  benefits  of  coverage; 

(h)  the  impact  of  this  coverage  on  the  total  cost  of  health 
care;  and 

(i)  the  effects  on  the  cost  of  health  care  to  employers  and 
employees,  including  the  financial  impact  on  small  businesses, 
medium-sized  businesses,  and  large  businesses; 

(3)  the  medical  efficacy  of  mandating  the  benefit, 
including: 

(a)  the  contribution  of  the  benefit  to  the  quality  of 
patient  care  and  the  health  status  of  the  population,  such  as  the 
results  of  any  research  demonstrating  the  medical  efficacy  of  the 
treatment  or  service  compared  to  alternatives  or  to  not  providing 
the  treatment  or  service;  and 

(b)  if  the  legislation  seeks  to  mandate  coverage  of  an 
additional  class  of  practitioners: 

(i)  the  results  of  any  professionally  acceptable  research 
demonstrating  the  medical  results  achieved  by  the  additional 
class  of  practitioners  relative  to  those  already  covered;  and 

(ii)  the  methods  used  by  the  appropriate  professional 
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organization  to  ensure  clinical  proficiency; 

(4)  the  effects  of  balancing  the  social,  economic,  and 
medical  efficacy  considerations,  including: 

(a)  the  extent  to  which  the  need  for  coverage  outweighs  the 
costs  of  mandating  the  benefit  for  all  policyholders;  and 

(b)  the  extent  to  which  the  problem  of  coverage  may  be 
solved  by  mandating  the  availability  of  the  coverage  as  an  option 
for  policyholders. 

Section  7.   Section  5-11-210,    MCA,  is  amended  to  read: 
"5-11-210.   Clearinghouse  for  reports  to  legislature.  (1) 

For  the  purposes  of  this  section,  "report"  means: 

(a)  a  document  required  to  be  prepared  for  the  legislature 
as  required  in  any  of  the  sections  listed  in  subsection  (10);  and 

(b)  unless  otherwise  provided  by  law,  any  other  report 
required  by  law  to  be  given  to  or  filed  with  the  legislature. 

(2)   On  or  before  September  1  of  each  year  preceding  the 
convening  of  a  regular  session  of  the  legislature,  an  entity 
required  to  report  to  the  legislature  shall  provide,  in  writing, 
to  the  executive  director  of  the  legislative  council: 

(a)  the  final  title  of  the  report; 

(b)  an  abstract  or  description  of  the  contents  of  the 
report,  not  to  exceed  one  page; 

(c)  a  recommendation  on  how  many  copies  of  the  report 
should  be  provided  to  the  legislature; 

(d)  the  reasons  why  the  number  of  copies  recommended  is,  in 
the  opinion  of  the  reporting  entity,  the  appropriate  number  of 
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copies; 

(e)  an  estimated  cost  for  each  copy  of  the  report;  and 

(f)  the  date  on  which  the  entity  will  deliver  the  final, 
published  copies  of  the  report  to  the  legislature. 

(3)  After  considering  all  of  the  information  available 
about  the  report,  including  the  number  of  legislators  requesting 
copies  of  the  report  pursuant  to  subsection  (7) ,  the  legislative 
council  or  the  executive  director  shall,  in  writing,  direct  the 
reporting  entity  to  provide  a  specific  number  of  copies.  The 
number  of  copies  required  is  at  the  sole  discretion  of  the 
legislative  council.  Th'^  legislative  council  or  the  executive 
director  may  require  the  reporting  entity  to  mail  the  copies  of 
the  report. 

(4)  The  legislative  council  may  require  that  the  report  be 
submitted  in  an  electronic  format  useable  on  the  legislature's 
current  computer  hardware,  in  a  microform,  such  as  microfilm  or 
microfiche,  or  in  a  CD-ROM  format,  meaning  compact  disc  read-only 
memory. 

(5)  Costs  of  preparing  and  distributing  a  report  to  the 
legislature,  including  writing,  printing,  postage,  distribution, 
and  all  other  costs,  accrue  to  the  reporting  agency.  Costs 
incurred  in  meeting  the  requirements  of  this  section  may  not 
accrue  to  the  legislative  council. 

(6)  The  executive  director  of  the  legislative  council  shall 
cause  to  be  prepared  a  list  of  all  reports  required  to  be 
presented  to  the  legislature  from  the  list  of  titles  received 
under  subsection  (2) . 
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(7)  The  executive  director  shall,  as  soon  as  possible 
following  a  general  election,  mail  to  each  holdover  senator, 
senator-elect,  and  representative-elect  a  list  of  the  titles  of 
the  reports,  along  with  the  abstracts  prepared  pursuant  to 
subsection  (2) (b) ,  available  from  the  legislative  council.  The 
list  must  include  a  form  on  which  each  member  or  member-elect 
receiving  the  list  may  indicate  the  report  or  reports  that  the 
member  or  member-elect  would  like  to  receive. 

(8)  The  executive  director  or  the  legislative  council  shall 
make  copies  of  reports  requested  pursuant  to  subsection  (7) 
available  to  those  members  or  members-elect  by  either  requiring 
that  copies  be  mailed  pursuant  to  subsection  (3)  or  by  delivering 
copies  of  the  reports  during  the  first  week  of  the  legislative 
session. 

(9)  The  executive  director  of  the  legislative  council  may 
keep  as  many  copies  of  a  report  as  he  considers  necessary,  and 
copies  of  the  report  may  be  discarded  at  his  discretion. 

(10)  (a)  A  report  to  the  legislature  includes  a  report 
required  to  be  made  by  a  board,  bureau,  commission,  committee, 
council,  department,  division,  fund,  authority,  or  officer  of  the 
state  or  a  local  government  in  1-11-204,  2-4-411,  2-7-104,  2-8- 
112,  2-8-203,  2-8-207,  2-8-208,  fsection  51 .  2-15-2021,  2-18-209, 
2-18-811,  2-18-1103,  3-1-702,  3-1-1126,  5-5-216,  5-13-304,  5-17- 
103,  5-18-203,  5-19-108,  10-4-102,  15-1-205,  17-4-107,  17-5-1650, 
18-7-303,  19-4-201,  20-9-346,  20-25-236,  20-25-301,  22-3-107,  23- 
7-203,  33-22-1513,  37-1-106,  39-6-101,  39-51-407,  44-2-304,  44- 
13-103,  46-23-316,  53-2-1107,  53-6-110,  53-20-104,  53-21-104,  53- 
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24-204,  53-24-210,  53-30-133,  69-1-404,  72-16-202,  75-1-203,  75- 
1-1101,  75-7-304,  75-10-533,  75-10-704,  76-11-203,  76-12-109,  80- 
7-713,  80-12-402,  82-11-161,  85-1-621,  85-2-105,  87-2-724,  87-5- 
123,  90-3-203,  or  90-4-111. 

(b)   The  procedure  outlined  in  this  section  may  also  be  used 
for  a  report  requi:  jd  to  be  made  to  the  legislature  under  the 
Multistate  Tax  Compact  contained  in  15-1-601,  the  Vehicle 
Equipment  Safety  Compact- contained. -in  61-2-201,  the  Multistate 
Highway  Transportation  Agreement  contained  in  61-10-1101,  or  the 
Western  Interstate  Nuclear  Compact  contained  in  90-5-201." 

{Internal    References    to   5-11-210: 

1-11-204  2-4-411  2-7-104  2-8-112 

2-8-203  2-8-207  2-8-208  2-15-2021 

2-18-209  2-18-811  2-18-1103  3-1-702 

3-1-1126  5-5-216  5-13-304  5-17-103 

5-18-203  5-19-108  10-4-102  15-1-205 

17-4-107  17-5-1650  18-7-303  19-4-201 

20-9-346  20-25-236  20-25-301  22-3-107 

23-7-203  33-22-1513  37-1-106  39-6-101 

44-2-304  44-13-103  46-23-316  53-2-1107 

53-6-110  53-20-104  53-21-104  53-24-210 

53-30-133  69-1-404  72-16-202  75-1-203 

75-1-1101  75-7-304  75-10-533  75-10-704 

76-11-203  76-12-109  80-7-713  80-12-402 

82-11-161  85-1-621  85-2-105  87-2-724 

87-5-123  90-3-203  90-4-111} 


NEW  SECTION.   Section  8.   Appropriation.   There  is 
appropriated  for  the  biennium  ending  June  30,  1995,  $11,000  from 
the  general  fund  to  the  commissioner  of  insurance  for  use  by  the 
commission  to  review  mandated  benefits  established  in  [section 
2]. 

NEW  SECTION.   Section  9.  {standard}  Effective  date.   [This 
act]  is  effective  July  1,  1993. 
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{Connie  Erickson 

Researcher 

Montana  Legislative  Council 

(406)  444-3064} 


-END- 
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